GLOBALISATION Globalisation in medical education has taken two main forms: economic and altruistic. The former includes licensing curricula, recruiting internationally and establishing 'offshore' schools or campuses. Altruistic collaborations focus on the spread of learning and educational innovations. Both forms bring benefits but have been subject to critique for their differential impact and focus on educational inputs rather than outputs.
SOCIAL ACCOUNTABILITY Social accountability requires medical schools to direct their activities to local priorities and to serving local health systems. Adoption of the principles of social accountability compels all medical schools to ask questions of their educational programmes and graduate outcomes. However, these are globally interdependent questions and are the intent of some well-known social accountability collaborations. It is naïve to think that adoption of a social accountability agenda by all medical schools would necessarily reduce global health inequity. A recent Australian example shows that workforce maldistribution, for example, is resistant to even high-level intervention.
CONCLUSIONS
It is yet too early to fully accept that 'think global, act local can be turned on its head'. There is much research to be carried out, particularly on the outcomes and impacts of medical education. Establishing cause and effect is a challenge, as is determining whether globalisation or localisation can contribute to greater global health equity. If we are ever to resolve the global-local tension in medical education, we need more evidence on the outcomes of what we do, whether globally or locally inspired. INTRODUCTION It is now accepted that globalisation is a fundamental part of the contemporary world. Internet connectivity means that ideas spread rapidly across national boundaries. Post-9/11 security screening notwithstanding, international air travel is quicker, cheaper and more accessible. Global economic activity is increasingly interdependent. High-resource countries now effectively outsource the majority of the manufacture of consumer goods to low-resource countries where wages are lower and working conditions poorer. It would be a mistake, however, to conclude that globalisation has improved equity, fostered democracy or ensured social justice for all. Indeed, arguments could be made for the reverse. Thus globalisation needs not merely to be accepted as inevitable, but subject to critical inquiry and its outcomes and impacts carefully assessed.
THE GLOBAL-LOCAL TENSION IN MEDICAL EDUCATION
Medical education has not been immune from the forces of globalisation. Indeed, there have been many calls for global initiatives in the discipline, motivated variously by economics or genuine altruism and collaboration. At the same time the responsibilities of medical schools in addressing local health priorities have been emphasised, particularly by those who advocate for the social accountability of medical education. This paper considers the global-local tension in medical education but within a context that recognises that global health is marked by inequity and a consequent need to address global health disparities. The paper is not intended as a definitive statement but rather as an exploration of the tension and some fundamental research questions that arise from it.
The paper is not intended as a comprehensive review of the literature on either globalisation or social accountability. A search was conducted of the major medical education journals for papers dealing with globalisation or social accountability. Not all papers located were selected for inclusion in the work. There was an emphasis on those that provided an overview of globalisation or social accountability and presented either advocacy or critique. The paper is also informed by some declared interests of the author. He is a former key player in his medical school's international curriculum leasing arrangements. Subsequently, the same school joined, as a founding member, THEnet, a collaboration of medical schools committed to social accountability, and the author held a leadership position within this group.
THE GLOBAL IN MEDICAL EDUCATION: ECONOMICS AND ALTRUISM

Harden
1 has summarised three main sets of factors that promote globalisation in medical education. First, health care delivery is globalised, with an increasingly mobile international health professional workforce. Governments favour globalisation for access to wider markets and economic advantage. Second, international communication about medical education has been greatly enhanced in the late 20th and early 21st centuries. As a result, major journals in the field have an international reach and medical education conferences draw from a wide international audience. There is an increasingly common vocabulary underpinning medical practice and medical education, exemplified by the publication of an international glossary of terms by the International Institute of Medical Education (IIME) in 2002, albeit with a North American orientation. 2 The widespread focus on outcomes and competency-based models in medical education curricula, the international adoption of frameworks such the Canadian-derived CanMEDS 3 approach and the work of groups such as the World Federation of Medical Education (WFME) 4 in promoting international accreditation further advance globalisation. Finally, higher education itself has become commercialised and increasingly competitive. International students, including international medical students, have become important potential sources of income for universities.
These forces for globalisation fall into two largely self-evident categories. The first and third of Harden's 1 forces are primarily economically driven but do bring other benefits. Practices that fall into these categories include the international sale or leasing of medical school curricula. This enables medical school lessors to gain funds to supplement or offset declining government-derived income, and allows newly established medical schools to gain access to established curricula in the vital start-up stage of their development. As indicated above, international students bring funds to the schools recruiting them but the practice also provides opportunities for some students to study abroad when entry to medical school in their own countries is highly competitive. Other globalised arrangements include establishing new 'offshore' schools for international students and the establishment of campuses or whole medical schools by host institutions in other countries. Again, although primarily bringing economic advantage to host institutions, they provide greater opportunities for medical education in the countries of location.
The increasing international mobility of health professionals allows for wider employment options, enables exposure to different health systems and provides opportunities for professional development. Nevertheless, some countries, such as Australia, Canada and the USA, which have maldistributed health workforces, have come to rely heavily on medical graduates from other countries to practise in locations, especially rural locations, where local graduates choose not to go. The effects on the health workforce in the countries that medical graduates leave are not so positive.
Harden's 1 second force for globalisation in medical education, increased communication and international understanding, has fostered developments driven more by altruism and the desire for collaboration. He has outlined a number of global collaboration projects. For example, the International Virtual Medical School (IVIMEDS) has enabled the international sharing of medical education learning resources. 5 The IIME has promoted the definition of minimal competencies for all doctors through its Global Minimum Essential Requirements (GMERs). Again, this has a North American orientation but has gained interest in countries such as China. 6 The WFME has been a champion of the sharing of international standards in accreditation of medical education to improve practices of medical education overall and to assist countries that do not have robust systems of medical school accreditation. 4 More recently, the ASPIRE to Excellence Program has promoted international standards of medical education excellence. Schools can be assessed by global panels for excellence in specified aspects of their educational programmes and recognised appropriately. 7 
CRITIQUE OF GLOBALISATION IN MEDICAL EDUCATION
Both forms of globalisation have attracted critique. Hodges et al. 8 have examined economically driven models of globalisation. They claim that medical schools appear to have readily adopted an economic discourse of globalisation. Canada, one of the countries that relies on international medical graduates to address a maldistributed workforce, is described as 'importing' doctors. Other terms such as 'offshoring' or 'co-branding' are used to describe the practice of host institutions establishing campuses or whole medical schools in other countries. The use of such vocabulary can have the effect of deflecting attention away from the need to pose fundamental questions about some of these practices. What is the effect of the migration of health professionals on the health systems of the countries they leave, especially as many are lowresource countries? Who determines the curriculum in offshore arrangements and is it locally relevant? Hodges and his colleagues call for research into these practices, informed by the discourses of the social and political sciences and utilising key concepts of 'equity, human development and capacity building'. 8 Bleakley et al. have used such a discourse, 'postcolonialism', in examining some of the global collaborations motivated by more 'altruistic' concerns. 9 Their argument is that pedagogical 'reforms', like problem-based learning (PBL) or objective structured clinical examinations (OSCEs), and curriculum reforms, such as use of outcomes or essential and core requirements, are all embedded in a set of cultural values whose origins lie in metropolitan and Western social contexts. The uncritical application of these reforms in nonmetropolitan and non-Western contexts through global collaborations represents, for Bleakley and his colleagues, 9 a form of neo-colonialism. This results in the introduction of medical education programmes that may not always be sensitive to or appropriate in a local context.
In response the WFME has launched a spirited defence of its global approach to accreditation. The risks of uncritical 'transfer' of Western models of medical education to countries with existing weak regulatory processes are acknowledged but the WFME claims that its own approach can and does incorporate and respect local differences. Indeed, it is pointed out that the very processes of constructing accreditation standards have been anchored firmly in local contexts. 10 The arguments from the WFME aside, much of the focus of global collaborations is on inputs. Pedagogic and curriculum reforms are processes that feed into medical schools but their effect on the outcomes of medical school programmes is not so clear. Bleakley et al. provide two telling examples of the lack of connection between inputs into medical education and outcomes or impacts on health systems. 9 They cite Krishnan's work, which indicates that, pedagogically, medical education in India is very conservative and many of the reforms advocated in global collaborations have not gained much traction. 11 Nevertheless, Krishnan concludes that the problems with Indian medical education are not matters of pedagogy but lack of responsiveness to the health needs of the population. Indian medical education is not patientoriented but hospital-or disease-oriented. The second example is drawn from Rao's account of a visit from the USA to observe medical education in Japan. 12 He is critical of the lecture and textbook approach, student passivity and lack of attention to the development of clinical skills in Japanese medical schools, yet acknowledges that the Japanese health system provides better health outcomes for its population than that of the USA.
Boelen and Woollard point out that the pedagogic and curriculum reforms of the later 20th and early 21st centuries have had little impact on what they describe as the 'global crisis' in human resource development in health care. 13 Such a crisis is marked by undersupply of health professionals, imbalance of specialties and primary care, migration of health professionals from low-to high-resource countries, underserving of rural areas, and lack of attention to social determinants of health.
THE LOCAL IN MEDICAL EDUCATION: SOCIAL ACCOUNTABILITY
The starting point for social accountability is the local context. The World Health Organization (WHO) has defined the social accountability of medical schools as 'the obligation to direct their education, research and service activities towards addressing the priority health concerns of the community, region or nation they have a mandate to serve'.
14 Social accountability also focuses on outcomes. The WHO observes that there is a frequent 'mismatch' between health professional (medical) education and the needs of local health systems, and that medical schools are not held accountable for what their graduates do in terms of their service to society and the health care systems in which they are located.
The Global Independent Commission on the Education of Health Professionals for the 21st
Century produced a comprehensive report in 2010 entitled Health professionals for a new century; transforming education to strengthen health systems in an interdependent world. 15 The report examines health professional education and health systems across the world and concludes that the major marker of health in the 21st century is inequity both within and between countries. The new advances in health care achieved in the late 20th and early 21st centuries have not been distributed equally. The report again points to the mismatch of the competencies of health professionals and the needs and priorities of their patients and indicates that this applies to both low-and high-resource countries. Although often assumed to be lowresource country problems, workforce shortages, maldistributed workforces and inappropriate skill set balances are clearly evident in some highresource countries.
The report focuses on what is termed 'three generations of educational reform'. 15 The first is represented by the post-Flexner reforms of the early 20th century. This was a 'science-based approach' and, for medical education, saw the adoption of university-based science courses followed by clinical practice. The second phase, in the latter part of the 20th century, has been labelled the 'innovations phase', when PBL and the other pedagogical and curriculum reforms now favoured by global collaborations were introduced. There was a growth of academic medical centres. The third generation for the 21st century is 'systems-based' and directly addresses the globallocal tension. Global knowledge is drawn upon to determine core competencies but these must be adapted to local contexts. The third generation requires a move beyond PBL to transformative learning in order to provide leadership for the professional and interprofessional health care required for the modern world. It requires close alignment between education and health systems. Currently, medical schools around the world comprise a mixture of first-, second-and thirdgeneration models, although the report states that no country has all schools located in the third generation.
A new perspective emerges on the global-local tension in medical education if the position is taken that all medical schools have a social accountability and a local accountability mandate. Adoption of the principles of social accountability would require all medical schools to ask some fundamental questions of their own educational programmes. It is important to recognise that these are globally interdependent questions. The retention of graduates in countries of origin is related to opportunities to practise elsewhere. It is not enough to focus on retention alone. The graduate outcomes of medical schools in Australia, Canada and the USA, and their potential contribution to the creation of maldistributed workforces and reliance on international medical graduates to practise in rural areas, require close examination. The question of whether medical education systems built on competitive entry, high fees and lack of compulsion to serve in areas of need are the best models for achieving an equitably distributed workforce must be asked. Nor should there be an assumption that leadership in addressing these questions should necessarily proceed from Western countries to the rest of the world. Some low-resource countries have much to share with high-resource economies about investing in models of primary and preventative care.
Global interdependence is the intent of some of the well-known social accountability collaborations, including The Network: Towards Unity for Health, the Global Consensus on Social Accountability and the Training for Health Equity Network (THEnet). The latter, for example, is a collaboration based on medical schools in both high-and low-resource countries, including Canada, the USA, Latin America, Belgium, Sudan, South Africa, Nepal, the Philippines and Australia. The low-resource schools have much to offer to the collaboration. The medical school at Walter Sisulu University in South Africa has made a significant contribution to the collaboration on equitable selection methods. The two schools in the Philippines, Ateneo de Zamboanga University School of Medicine and the University of the Philippines Manila School of Health Science, Palo, have produced very high levels of graduate retention in a country where many health professional and medical graduates seek employment overseas.
17,18 THE LIMITS OF LOCAL SOCIAL ACCOUNTABILITY
It is naïve to think that adoption of local social accountability mandates by all medical schools and a focus on the contribution of graduates to local health services will necessarily solve the issues outlined by the Global Independent Commission on the Education of Health Professionals and the WHO. There are structural issues beyond the purview of individual medical schools and their local actions.
Australian medical education provides a good case study. In the early part of this century, the Australian Government allocated more places for medical students and established new medical schools, with some located in regional areas, in order to address medical workforce shortages and maldistribution. It also funded rural clinical schools and departments of rural health to provide opportunities for clinical experience in rural health services. Further, it established Medical Rural Bonded Scholarship (MRBS) and Bonded Medical Places (BMP) entry schemes. These schemes required students to work in rural or medically underserved areas after graduation. The former was more generous in tuition and scholarship support and required 6 years return of service. It is now closed to new entrants. 19 The latter scheme, currently accounting for 28.5% of all medical student places in Australia, 20 has attracted opposition from the Australian Medical Association (AMA) for being 'ineffective' and coercive. 21 A report by the National Rural Health Student Network (NRHSN) indicated broad support by its members for both schemes, with more support for the MRBS than the BMP. 22 In 2016 the length of bonded time for the BMP was reduced from a period equivalent to the student's medical course to 1 year only. It would seem that the concept of the creation of additional student places to address workforce maldistribution remains problematic in some quarters.
There have been some demonstrated gains from the Australian programmes and notable successes by some medical schools in attracting students to practise in rural areas, [23] [24] [25] [26] but overall the problem of rural maldistribution remains. Although the reasons for this are complex and relate, amongst other things, to the lack of postgraduate training opportunities in underserved areas, it would seem that workforce maldistribution is resistant even to major government intervention. It would be even harder for individual medical schools, acting alone or collectively, to gain significant traction on this issue. Further, maldistribution of the workforce is only one of the issues that contribute to what is known as the global health crisis.
THE GLOBAL-LOCAL TENSION IN MEDICAL EDUCATION: A RESEARCH AGENDA
The title of this paper raises the question of whether the oft-quoted slogan 'think global, act local' should be turned on its head. However, it is as yet premature to accept this fully. Much more needs to be known about the outcomes and effects of global collaborations, whether driven by economics or altruism. The call by Hodges et al. 8 to frame the former by concepts of 'equity, human development and capacity building' has already been outlined. Evidence on the effects of economic collaborations for all major players is needed. What are the effects of offshore relationships when the host institution's educational programme is implemented with little change because it must conform to the national accreditation standards of the host country? The worth of offshore arrangements should be judged not by economic or international reputation measures but by how the offshore arrangements contribute to local medical and education workforce needs.
As indicated previously, many altruistically motivated global collaborations focus on educational inputs. Their outcomes remain largely unknown. Researching outcomes of medical education programmes is also fundamental to understanding the effects of adoption of socially accountable mandates by medical schools. The third-generation reform of medical education outlined by the Global Independent Commission on the Education of Health Professionals for the 21st Century requires a focus on curriculum outputs, notably graduate outcomes and subsequent practice patterns. However, the Commission reports that this has not been a priority for medical schools and that there is a weak culture of ongoing monitoring and longer-term outcome evaluation. Further, in a systemic review of the literature on the impact of socially accountable health professional education, Reeve et al. found that there were few studies of the impact of socially accountable health professional education programmes on communities and health outcomes. 17 There is much work to be done by medical schools on the impact of their educational programmes and the impact of their students on the health systems that employ them.
In Australia and New Zealand there has been a concerted effort to monitor outcomes through the Medical Schools Outcomes Database (MSOD). 27 The project has been conducted under the auspices of the Medical Deans of Australia and New Zealand (MDANZ) and involves all medical schools collecting and centrally storing data on the students' experience in medical school and their practice patterns after graduation. The project has the potential for critical analysis of student career, choice of location and practice patterns within and across the two countries. Nevertheless, the Global Commission's and Reeve et al.'s 17 comments have substance. Education outcomes research is a key component in attempting to understand the global-local tension in the education of medical professionals.
Researching the effects of socially accountable medical education requires an ambitious agenda, not least because of the far-reaching educational practices that are embraced by social accountability. Student selection, the curriculum, assessment, clinical experience and retention are all matters of substance for socially accountable medical education. It has already been shown by the Australian example that workforce maldistribution is resistant to high-level intervention. Establishing cause and effect in research on social accountability will provide a significant challenge in research design. Some research on retention of graduates in local health services by socially accountable medical schools has already been reported. 18 There is a need for more research of this kind across the spectrum of socially accountable practices.
CONCLUSIONS
Perhaps it is not time yet to fully move from a reconceptualisation of 'think global, act local' to something like think local and act with global interdependence as a guiding principle for medical education. There is much research evidence still to collect. It was stated at the outset of this paper that any discussion of global-local tension in medical education cannot ignore global inequity in health and the very real need for reductions in global health disparities. But we are even further off in establishing whether global collaborations for education or local mandates for accountability can contribute to reduction of disparity. Nevertheless, globalisation in medical education will, by its very nature, continue apace and all medical schools, wherever located, should continue to be urged to take their local social responsibilities very seriously. In the end it is all about outcomes. If we are ever to resolve global-local tension in medical education we need to devote our energies to determining the outcomes of our efforts, whether globally or locally inspired.
